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Please refer to the written portion of the -record.
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FH:

SH:

PE:

Legs and arms burn.

The patient is a 47-year-old female who comes in with a 24-hour history of an
altered sensation in her upper legs. The patient states that when she walks they
feel like they may not be "stable”. She has not fallen down or actually ran into
anything. The patient complains of associated pain in the left hip. She states she
has had left hip pain on-and-off in the past.

The patient has a history of recurrent numbness of the fingers and hands.
Apparently this has been going on for several years. She was seen for the hand
numbness by Dr. and had extensive work-up. This was negative for carpal
tunnel or other identifiable neurologic disease. She has no history of hypertension.
No diabetes. She has never had her cholesterol checked.

The patient is concerned that this may be related to decreased circulation. The
patient states that there is an ‘unknown family history of circulatory problems. The
patient states that her father died in his early 50's of heart disease. She states a
sister died following a cholecystectomy with a mesenteric thrombosis.

The patient does not smoke.

An obese 47-year-old in no acute distress. The patient appears in good health.
Normal gait, station and stance. Tympanic membranes are clear. Pharynx has
mild erythema. Neck supple without adenopathy. Chest is clear. Abdomen soft.
The patient does not have pedal edema. Dorsalis pedis and posterior tibial pulses
are palpable and brisk in both the right and left feet. | do not palpate a popliteal
pulse. Femoral pulses are 2+ and brisk bilaterally. There is good sensation of the
lower extremities. Normal venous filling and deep tendon reflexes in the upper and
lower extremities that are normal. the patient has full range of motion of the upper
extremities. There is no tenderness of the right shoulder. The patient has
tenderness in the bicipital tendon on the left side.

Left bicipital tendinitis.
Leg pain of unknown etiology.

Ibuprofen 600 mg tid. Follow up with primary care physician.
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PATIENT:
DOCTOR :
DATE: , 07:21

CHIEF COMPLAINT (s): Left sided weakness and difficulty walking.

HPI: The patient is a 47-year-old female who reports that
about 1:30 in the morning on 1/29/99 she had the

onset of weakness in her left leg. She has had persistent weakness in the

left leg and lesser so in the left arm since that time. She reports
difficulty walking secondary to this weakness.

She was seen at*yesterday where no abnormal strength or

“ansory abnormality wa ed. A diagnosis was not established. She has
dan appointment with Dr. on 2/2/99.

At 3:30 this morning the problem seemed to be even worse and she could

not stand at all secondary to weakness in the left leg. She has also had

some numbness in both arms two days ago and still has some numbness presentsg
in the left arm. She denies any trauma.

ROS: She denies fever, visual changes or neck pain. She did
have some:neck soreness two weeks ago that happened
after she "slept wrong". She denies chest pain, shortness of breath,

headache, abdominal pain, melena or hematochezia. No other system complaints
reported.

PMH: Remarkable for tonsillectomy.
ALLERGIES/MEDS: None.
SH/FH: She denies smoking. She does report frequent alcohol

use. FH-Negative for cerebral vascular accidents but
< positive for coronary artery disease.
PHYSICAL EXAM:
VITAL SIGNS: Temp 98.8°, pulse 856, respirations 20, BP 195/92
rechecked later at 138/84. Pulse oximeter on room air
normal at 97%.
She appears to be alert and in no distress.

HEENT : PERRL, full EOMS.

NECK: Carotids are equal and the neck is supple and nontender.

LUNGS : - Clear and breath sounds are equal. There 1is no
costovertebral angle tenderness.

HEART: S1, S2 with a slight 1/6 systolic murmur.

ABDOMEN : Bowel sounds are positive. The abdomen is soft and
nontender.

SKIN: Dry without rashes.

NEURO: Alert and oriented x 3. Cranial nerves ITII-XIT are

intact. Strength in the left leg seems to be diminished
slightly. Sensation is symmetrical. Reflexes are 2+ and
equal. The patient has poor coordination of her left leg
and cannot walk secondary to this.
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DIAGNOSTIC STUDIES: Chem 7 is unremarkable. CBC white blood cell count is

7.5, Het 42.6. CT of the brain demonstrates a 12 mm
hypodense lesion in the right basal ganglia and posterior limb of the right
internal capsule. This could be consistent with an acute lacunar infarct.
She also has a 5 mm hypodense lesion in the left external capsule, again a
possible small lacunar infarct.

TREATMENT/ANALYSIS: The patient presents to the emergency room with left

' sided weakness that appears to be consistent with -
a cerebral vascular accident. ~ The patient does not show any evidence for
trauma. She is not anemic and her electrolytes are good. - There is no
_evidence of bleeding in the brain.

£ Her case was reviewed with Dr. Hof neurology. Dr. || EEvii1
. r further

“admit the patient to the hospital fo care. She is presently stable.

FINAL DIAGNOSIS: Cerebral vascular accident.
January 30, 1999 ' &,
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